pathophysiology of "no-reflow" phenomenon would significantly improve the prognosis of the procedure. Hence, in this study, it was aimed to identify the high risk patients before the procedure on the basis of the evaluation of demographics, laboratory parameters, ECGs, symptom-balloon time and the treatment methods of the patients that underwent primary or rescue percutaneous coronary intervention with the diagnosis of STEMI.
METHODS

Patients:
One hundred seventy three patients older than 18 years who were hospitalized and had undergone primary or rescue PCI at DokuzEylül University Medical Faculty Coronary Intensive Care Unit between January 2009 and August 2011, with the diagnosis of STEMI were included in the study. STEMI was diagnosed with the presence of chest pain with electrocardiographic changes (ST-segment elevation of >1 mm in at least two extremity electrocardiographic leads or 2 mm in at least two consecutive precordial leads). Exclusion criteria were as follows: performed percutaneous interventions for stable angina pectoris or unstable angina pectoris or non-ST elevation myocardial infarction (NSTEMI), patients with malignancies, coagulation disorders. Detailed demographic, clinical, electrocardiographic, angiographic, and procedural data were collected from patient records. The study protocol was approved by the Ethical Committee of the University (Ethics Committee approval number: 2011/18-10).
Laboratory tests and revascularization procedure:
The study was retrospective and all data were acquired from patient history files. Blood samples for complete blood count, glucose, renal functions, and cardiac biomarkers of STEMI patients were drawn at admission to the emergency service in DokuzEylul University. Hemoglobin A1c and lipid parameters were measured after 24 hours from admission to emergency service at the intensive care unit. The end procedural angiographic TIMI flow which is reported in patient's catheter report was used for the diagnosis of "no-reflow". The end procedural TIMI grades 0, 1, and 2 flows were described as "noreflow" phenomenon. In DokuzEylul University Hospital, acetylsalicylic acid (ASA), clopidogrel therapy and intravenous heparin before PCI were administered as a standard therapy at catheterization room. GP IIb/IIIa inhibitors and/or aspiration catheter were preferred according to the coronary angiography findings. Treatment with balloon plus stent or direct stent was determined by the operator according to the characteristics of the lesion.
Statistical analysis:
Statistical analysis was performed using SPSS v15.0 (Statistical Package for Social Sciences) and MedCalc 13.1.2. The continuous variables were presented as mean (±SD) and categorical variables as percentages (n(%)). Normal distributed variables were assessed with independent t-test, not normal distributed variables were assessed with Mann-Whitney U test, and all the variables were compared between both the groups. The adequacy of data for normal distribution was tested by Shapiro-Wilk test. Categorical data were compared with chi-square test. One sample z (test and confidence interval) was used for testing ratios. Univariate analysis and multivariate logistic regression models were used to identify the risk factors of no-reflow before PCI. Receiver-operating characteristics (ROC) curve analysis of categorical variables was performed to identify the optimal cutoff value for predicting noreflow phenomenon. The p value <0.05 was considered to indicate statistical significance.
RESULTS
A total of 173 patients (33 females (19.1%) and 140 males (80.9%)) with a mean age of 58.43±11.46 years (min: 33.0, max: 85.0) were included in the study. Risk factors for the development of "noreflow" were evaluated individually with reference to demographic characteristics, laboratory parameters, ECGs, pre-procedural medicines, initiation of symptoms, treatment, therapies given during the PCI, and STEMI treatment methods ( Table-I ). When all of the significant parameters were evaluated with multivariate logistic regression analysis, the independent predictors of "no-reflow" phenomenon were found as follows: high blood glucose levels at admission (OR = 1.008; 95% CI = 1.002, 1.013; p = 0.004), long symptom-onset-toballoon-time (OR = 1.486; 95% CI = 1.248, 1.770; p <0.001) and low lymphocyte count (OR = 0.999; 95% CI = 0.999, 1.000; p = 0.026) ( Table-II) .
In ROC analysis, lymphocyte count of <1830 uL at admission was found to be the predictor for the development of no reflow with 54.8% sensitivity and 68.2% specificity(OR = 2.591; 95% CI = 1.256, 5.347; p = 0.014) (Fig.1) . The sensitivity was 34.09%, and the specificity was 91.67% in the analysis of ROC curve for the prediction of "no-reflow" in patients with blood glucose level of >225 mg/dL at admission (OR = 5.125; 95% CI = 2.128, 12.347; p <0.001) (Fig.1) . In diabetic patients, lower levels of blood glucose were found to increase the risk of "noreflow". This value was determined as >143 mg/dL in the analysis of ROC curve in diabetic patients (OR As the risk of development of "no-reflow" increased with lower blood glucose levels, the contribution of chronic uncontrolled high blood sugar to development of "no-reflow" was evaluated in a separate group in diabetic patients (n = 29). HbA1c level above 7 was used as the criterion to include the patients in the chronic uncontrolled blood sugar group. It was found that HbA1c level of >7 (n = 11) had no influence on the development of "no-reflow" (5 (45%) vs. 6 (54.5%); p = 1.000).
The sensitivity was 59.09%, and the specificity was 79.53% in the analysis of ROC curve for the prediction of "no-reflow" in patients with the time of symptom-onset-to-balloon-time >3.5 h (OR = 5.61; 95% CI = 2.678, 11.755; p <0.001) (Fig.2) . The mean symptom-onset-to-balloon-time of primary (n = 152, 87.9%) and rescue PCIs (n = 21, 12.1%) were determined as 2.97 ±3.16 h vs. 5.61 ±3.57 h respectively. Rescue PCI was found to increase the risk of the development of no-flow in STEMI patients (p <0.001). In the analysis of ROC curve, it was found that the symptom-onset-to-balloon time of >2 h increased the risk of the development of "no-reflow" in the rescue PCI patients (OR = 4.96; 95% CI = 2.205, 9.998; p <0.001).
The independent predictors of "no-reflow" phenomenon were selected for the development of a clinical scoring. To calculate a risk score, we assigned each of the three variables a number of points that were proportional to its area under ROC (AU-ROC) curves. Table-III shows the variables from the score development set which were included in the final logistic regression model, alongside their associated score component values. The patients were categorized into three groups on the basis of the score as follows: low (risk score: 0-1 (n = 6)), moderate (risk score: 2-3 (n = 18)), and high (risk score: 4-6 (n = 21)). The incidence rates of "no-reflow" in patients with low, moderate, and high risk factors were 13.3%, 40.0%, and 46.7%, respectively. The AUROC was 0.734 (95% CI = 0.654, 0.814; Fig.3) , which indicates the ability to efficiently discriminate between patients with various risk levels of the development of "no-reflow" in the study group.
DISCUSSION
The parameters that are the independent predictors of "no-reflow" phenomenon are simple laboratory and clinical anamnesis informations. Clinical anamnesis information based on data at presentation, blood sugar level can be achieved by bed sided measurement and blood count is the only acquired laboratory data before the procedure especially in the first 20 minutes of admission to the hospital. With the risk scoring method performed by using the available simple clinical findings, the risk of "no-reflow" can be predicted confidentially before the initiation of PCI treatment, and the prognosis can be improved by decreasing the risk of "no-reflow" with suggested therapies. Other findings of our study were similar with the ones available in literature and validate the importance of the seemingly simple data prior to the procedure. Based on this, the results of the study were interpreted as discussed below: Hyperglycemia can be seen in the course of acute MI irrelative to DM; and it is associated with increased mortality after MI. 1 The relationship between "no-reflow" phenomenon and acute hyperglycemia can be explained by a lot of mechanisms. First, there is an increase in the obstruction of capillary bed with leucocytes by increasing the levels of ICAM-1 2 or P-selectin. 3 The accumulation of leucocytes in coronary capillary bed after coronary perfusion is higher in diabetic animal hearts when compared to non-diabetic animals. 4 Leucocyte plugs in capillary bed are among the factors that contribute to the development of "no-reflow" phenomenon. Moreover, hyperglycemia increases the occurrence of thrombus. The occurrence of microthrombus is one of the key reasons of "no-reflow" phenomenon. Finally, it is suggested that hyperglycemia is associated with reperfusion injury. In the heart of mouse, myocardial reperfusion is increased by hyperglycemia that causes the increment of the adhesion of leucocytes to capillary bed and production of free oxygen radicals. 5 High blood glucose level at reference is associated with high mortality in diabetic patients that are admitted to hospital because of STEMI. 6, 7 The regulation of blood sugar with insulin dose during the course of MI in diabetic patients reduced the long term mortality when compared to oral anti-diabetic treatment. 8, 9 The normal blood sugar value is suggested to be 90-140 mg/dL. 10 A cut-off value (143 mg/dL) of blood sugar in diabetic patients which was determined by ROC curve for diabetic patients, is a value to target blood sugar level when identified in diabetic patients undergoing the course of STEMI. In concordance with our current knowledge, the course of blood sugar level higher than the target value increased not only the mortality but also the risk of the development of "no-reflow" in diabetic patients of the study. It can be suggested that the effect of acute high blood sugar on the increase in mortality is related to the increased frequency of "no-reflow" in diabetic patients. The relationship between the indicator of chronic hyperglycemia (HbA1c >7) and the development of "no-reflow" was evaluated in diabetic patients. It was determined that the risk of development of "no-reflow" is higher in diabetic patients irrespective of the HbA1c level. Another data that supports the current findings is the identification of the choice of OAD or else OAD + insulin treatment has no effect on the development of "no-reflow". According to this, high chronic blood sugar has no effect on the development of "no-reflow" but high acute blood sugar increases the risk. While chronic hyperglycemia is a risk factor for coronary artery disease, acute hyperglycemia is a risk factor for increased mortality in the course of MI.
No-reflow and Risk Scoring Method
Leukocyte count increases in the course of acute MI, and this is related with the occurrence of adverse event in the course of acute MI.
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Among the white blood cells, while the number of neutrophil and monocyte increases, the number of lymphocyte decreases. It is not clear which leukocyte sub-group is best correlated with adverse events for predicting "no-reflow" phenomenon. Lymphocytes play a prominent role in altering the inflammatory responses in atherosclerotic processes. 12 Lymphopenia is a condition that occurs due to the increased corticosteroid levels in acute Nazile Bilgin Dogan et al. stress conditions 13 , and it is related to mortality after acute MI.
14 In our study, lymphocyte count is found significantly lower in "no-reflow" developer group, and it is identified as an independent predictor for the development of "no-reflow". This study indicated that the development of "no-reflow" can be best predicted by decreasing the number of lymphocytes among the white blood cells.
The relationship between symptom-onset-toballoon-time and "no-reflow" development which is shown in the study is in line with available literature. 15 Thrombi in early period of MI are rich in thrombocytes, and their treatment is relatively easier with pharmacotherapy. Erythrocyte load increases with prolongation of reperfusion time and thrombi become more resistant. Delayed reperfusion can result in thrombus that has an increased distal embolization risk, and more difficult to ensure TIMI-3 flow, which is more organized and older. 16 Therefore, the risk of development of "no-reflow" is increased in delayed reperfusion. In concordance with this finding, development of "no-reflow" is more frequent in patients who underwent rescue PCI in the study. "No-reflow" frequency was found increased in over 2 hour's symptom-onset-to-balloon-time in rescue PCI patients which is a shorter period for all group. Based on this data, it can be suggested that a thrombus which has a structure that cannot be dissolved with fibrinolytic treatment increases the risk of the development of "no-reflow" in a shorter period of time. This data is supported by the study performed by Zalewski et al. 17 which discusses the association between the specialties of fibrin structure and "no-reflow" development for the first time. The presence of smaller pores in fibrin ball, high level of fibrinogen, and long time of lysis were found related with "no-reflow" development. Limitations: There are some limitations in our study. First of all is the design of the study which is single centered, non-randomized, retrospective, and performed in relatively small patient group. Second, evaluated laboratory parameters are not in the same extent for individual patient and some parameters were measured in much smaller groups. Third, for evaluation of reperfusion, grading of TIMI was done instead of myocardial contrast echocardiography.
CONCLUSION
Ordinary clinic, ECG, and laboratory data offer ancillary information in decreasing long term morbidity and mortality in STEMI patients. Risk scoring method developed from simple clinical data is useful and efficient for the prediction of the risk of "no-reflow" development. The identified risk scoring method can have significant improvement in the prognosis of STEMI patients with administration of medical treatment and/or specific catheters intended to prevent the development of "no-reflow".
